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Plasmodium vivax infection among Tourists 
to Puerto Vallarta, and Acapulco, Mexico, — New Mexico, Texas 


New Mexico. On January 17, 1985, a husband and wife from Santa Fe, New Mexico, 
flew to Puerto Vallarta, Mexico. They stayed at a beachfront resort hotel within the city limits 
of Puerto Vallarta for 4 days, after which they returned to the United States. On January 31, 
within a 12-hour period, the couple had onset of an illness characterized by fever, chills, 
drenching sweats, malaise, and headache. On February 2, when the wife sought medical at- 
tention, she had a fever of 38.9 C (102 F) and a mild tachycardia. Blood smears examined on 
the wife on February 3 and on the husband on February 4 revealed Plasmodium vivax. Both 
were successfully treated with chloroquine and primaquine. Interviews with the patients 
revealed no risk factors for acquiring malaria other than their recent vacation in Puerto Vallar- 
ta. Neither patient had traveled outside the United States in the past 5 years; neither had a 
history of blood transfusion or intravenous drug use. The couple did not leave the hotel 
grounds during their stay in Puerto Vallarta other than to travel to and from the airport. They 
had eaten their evening meal outdoors at the hotel on two occasions and had slept in a room 
with unscreened open windows. Both stated that they had been bitten by mosquitoes on 
multiple occasions. 

Texas. On May 31, 1985, nine members of a family from San Antonio, Texas, flew to Aca- 
pulco, Mexico. They stayed in a rented villa situated on a cliff overlooking Acapulco Bay in a 
resort area 12 miles from the center of the city, where they remained until they returned to 
the United States on June 5. Between June 5 and June 17, six of the nine family members ex- 
perienced febrile illnesses. On June 16, the first family member who became ill was diagnosed 
as having malaria after blood smears revealed P. vivax. Subsequently, blood smears on the 
other five ill family members also demonstrated P. vivax. All six were successfully treated 
with chloroquine and primaquine. Two of the three who have remained well have had negative 
blood smears. None of the family members had traveled outside the United States in the 
previous 5 years; none had any history of blood transfusion or intravenous drug use. The 
family had not left the villa other than to travel to and from downtown Acapulco and the air- 
port. They ate their evening meals on an unscreened porch at the villa, where they experienced 
frequent mosquito bites. 

Subsequently, CDC has been notified of four additional unrelated Texas residents who 
were infected by P. vivax during May and June in the same resort area as the family described 
above. 


Reported by L Nims, MS, HR Landmann, MD, BM Greenfield, MD, D Gregory, MD, HC Anderson, MD, 
8 Baker, MT, Santa Fe, L Davis, MD, Dept of Neurology, University of New Mexico School of Medicine; 
CM Sewell, DrPH, HF Hull, MD, State Epidemiologist, New Mexico Health and Environment Dept; D Alleg- 
ra, MD, R Park, MD, W Dickenson, MT, Village Oak Hospital, F Buckwold, MD, Baptist Medical Center, 
San Antonio, T Gustafson, MD, J Perdue, CE Alexander, MD, State Epidemiologist, Texas Dept of Health; 
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Malaria Br, Div of Parasitic Diseases, Center for infectious Diseases, Div of Quarantine, Center for Pre- 
vention Svcs, CDC. 


Editorial Note: Transmission of P. vivax is reported to occur in the rural areas of both 
Jalisco and Guerrero, the states in which Puerto Vallarta and Acapulco are located (7). Cur- 
rent CDC recommendations indicate that there is no risk of malaria in major tourist resorts 
along the Pacific and Gulf of Mexico coasts (2), and the National Malaria Service of Mexico 
has not received any reports of malaria in Mexican or foreign tourists to these areas. However, 
these cases among U.S. travelers suggest that malaria can be transmitted in such areas, albeit 
rarely, and should be considered as a possible cause of a febrile iliness in persons who have 
recently returned from resort vacations in Pacific coastal areas of Mexico. 

While chemoprophylaxis is not recommended for travelers to these areas, physicians who 
advise patients before travel to Mexico should emphasize the importance of measures to 
reduce contact with mosquitoes during evening and nighttime hours, such as remaining in 
well-screened areas when possible, wearing protective clothes that cover most of the body, 
and using insect repellent on exposed areas of skin. 

References 


1. Subsecretaria de Servicios de Salud. Situacion epidemiologica del paludismo en Mexico, 1983. Epi- 
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Outbreak of Phototoxic Dermatitis from Limes — Maryland 


On August 8, 1984, the Office of Disease Control and Epidemiology, Maryland Department 
of Health and Mental Hygiene, was notified by a nurse at a day camp in Owings Mills, Mary- 
land, of a rash illness reported among 12 children during the previous week. The rash, con- 
fined to the dorsa of the hands and extensor and flexor surfaces of the forearms and in the 
form of blotches, speckles, and streaks, was macular, hyperpigmented, and nonpruritic. No 
other signs or symptoms were noted. Dermatologists diagnosed the rash as a phototoxic con- 
tact dermatitis. Investigation disclosed that limes used in an art class to make pomander balls 
were incriminated as the cause of the rash. 

All children and counselors at the day camp were examined for evidence of the charac- 
teristic rash. A case was defined as a day-camp member with the rash noted by the examiner 
between August 8 and August 14. Ninety-seven (16%) of 622 children and seven (7%) of 104 
counselors were affected. None of the 57 adult staff members reported a rash. Analysis of 
rash in children and counselors by sex and race showed no disproportionate representation. 
Since most children were too young to remember a date of onset, parents of children with 
rash were telephoned and asked for the date they first discovered the rash (Figure 1). Of the 
82 (85%) mothers contacted, 23 (28%) had not noticed the rash or had thought it was dirt. 

Several activities involving work with hands were investigated. Five activities that involved 
more than two-thirds (65) of affected children were significantly associated with illness 
(p = 0.004). These activities were making wallpaper, pomanders, tissue wine-paper cups, 
and burlap covers and participating in a nature scavenger hunt. However, when controlling for 
each of the other four activities, only exposure to making pomanders in arts and crafts class 
was significantly associated with illness (p < 0.03). Of the 17 counselors who had helped 
children make the pomanders, seven had the rash (p < 0.001), whereas none of the 34 
counselors who were not exposed to the pomanders had the rash (p < 0.001). The poman- 
ders were made from July 23 to July 27 by camp units A and B (approximately 60 children 
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per unit) and by some members of units D and H on July 31. Discovery of the rash for most 
cases correlates with the time of exposure (Figure 1). 

in making pomanders, the children received one lime each during class, poked several 
holes in it with scissors, filled the holes with cloves, sprinkled cinnamon over the lime, and 
placed the product in cloth later tied with a pipecleaner. During the process, oil glands in the 
lime skin probably ruptured, releasing chemicals in the oil known to cause phototoxicity on 
exposure to the sun (7-5). 

The limes were purchased from a supermarket, part of a nationwide chain, that purchases 
its limes from Florida. After harvesting the limes, the processors wash off any insecticides (all 
water-soluble) and later coat the limes with an inert vegetable wax. Environmental and botani- 
cal survey of the camp did not reveal other chemicals or plants with phototoxic potential with 
which camp members may have come into contact. 

Reported by E Israel, MD, State Epidemiologist, Maryland State Dept of Health and Mental Hygiene; Div 
of Field Svcs, Epidemiology Program Office, Chronic Diseases Div, Center for Environmental Health, CDC. 

Editorial Note: Photosensitivity of the skin refers to an abnormal reaction of the skin to light. 
This abnormal reaction results from exposure to certain therapeutic or chemical agents. Expo- 
sure may occur when the offending agent is either ingested or applied topically. The reaction 
occurs only after an exposed individual is subjected to ultraviolet or visible light. In most 
cases, the offending agents do not act as contact irritants by themselves; they are harmless 
to skin in the absence of exposure to light. 

Photosensitivity reactions are classified as either photoallergic or phototoxic. Photoallergy 
involves the immune system. The offending agent, acting as a hapten, absorbs radiation, be- 
comes activated, and reacts with protein(s) within the skin to form an antigen(s). This pho- 
toantigen is immunologically processed and manifests itself as an ordinary delayed hypersen- 
sitivity response. The patient with photoallergy has eczematous or papulovesicular eruptions. 

in contrast to photoallergy, phototoxicity does not involve the immune system. Most 
often, phototoxic reactions can be produced in an individual if he or she is exposed to both an 
appropriate concentration of the offending agent and sufficient light energy of the correct 


FIGURE 1. Cases of rash iliness in a day camp, by date of discovery and by unit — 
Owings Mills, Maryland, July-August 1984 
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wavelength. The patient with phototoxicity has an exaggerated sunburn reaction, with or 
without vesicles, edema, and hyperpigmentation. The reaction occurs within 5-18 hours after 
the patient is exposed to light; it is most intense 36-72 hours after exposure. 

Furocoumarins are heterocyclic aromatic compounds naturally found in the skin of citrus 
fruits, including limes. Psoralen, a compound resembling the naturally occurring furocouma- 
rins, has been shown to produce photosensitivity reactions. 

In all cases of photosensitivity, rapid diagnosis and identification of the offending agent 
are fundamental in effecting control. In photoallergy, cross-sensitization to closely related 
photoantigens can occur: the patient should be alerted to this possibility. In phototoxicity, the 
severity of symptoms depends on the concentration of exposures, and a variety of clinical pre- 
sentations may be observed within an exposed group. Further measures call for eliminating, 
or at least reducing, exposure to the offending agent. Exposure to sunlight should be mini- 
mized, sunscreens should be used, and patient education should be emphasized. 
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Acute Poisoning Following Exposure 
to an Agricultural Insecticide — California 


in 1984, 1,156 workers were documented to have had possible pesticide-related ilinesses 
in California. Twenty of the 274 workers exposed to field residues had systemic reactions, 
one of which was related to exposure to Phosdrin® (mevinphos), an organophosphate insecti- 
cide (7). Although only one systemic reaction to mevinphos was reported among California 
field workers for each of the years 1982-1984, a 1981 incident involved over 30 workers 
and is reported below. 

At 7 a.m. on April 23, 1981, 44 farm workers entered a field in the Salinas Valley of Cali- 
fornia to harvest a crop of iceberg lettuce. By 9 a.m., several workers experienced dizziness, 
visual disturbances, headache, nausea, and eye irritation. At 11 a.m., a field supervisor report- 
ed that, at 5 a.m. the same morning, despite a cancellation order sent the previous day, the 
field had been sprayed with mevinphos. 

Thirty-one field workers and three agricultural officials who had been inspecting the har- 
vested lettuce were seen at a local hospital for evaluation and treatment. Tests for plasma cho- 
linesterase were performed. Two workers were hospitalized for observation and treatment of 
respiratory difficulties. Two others had plasma cholinesterase levels below the lower limit of 
normal. The remaining workers disrobed, were “hosed down” with water, and after redressing, 
were instructed to wash their clothes when they got home; none was advised against returning 
to work the following day. 

The next day, several workers were unable to return to work because of continuing symp- 
toms. A union representative arranged for further examinations at a second hospital; 29 work- 
ers were examined and tested for cholinesterase activity. One was hospitalized because of 
bradycardia. 


Investigators from the National Institute for Occupational Safety and Health (NIOSH), in 
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collaboration with investigators from the second hospital, conducted an investigation begin- 
ning April 24 during the acute phase of this episode (2). They interviewed the 29 workers 
who reported symptoms and signs, including eye irritation (76%), headache (48%), visual dis- 
turbances (48%), dizziness (41%), nausea (38%), fatigue (28%), chest pain or shortness of 
breath (21%), skin irritation (17%), fasciculation of the eyelids (10%), fasciculation of muscles 
in the arm (7%), excessive sweating (7%), and diarrhea (7%). Twenty-two (76%) of the workers 
reported three or more symptoms or signs. 

Levels of plasma cholinesterase and red blood cell (RBC) cholinesterase were determined 
for all 29 workers on April 24; no result was below the lower limit of normal. When the work- 
ers returned 6 days later for follow-up examinations, tests for cholinesterase were again per- 
formed. The mean plasma cholinesterase level for the group had increased by 5 Michel units; 
2 weeks later, when 26 workers were tested a third time, the mean plasma cholinesterase 
level had increased by another 14 Michel units. These increases were found to be statistically 
significant. 

Periodic examinations over the next 12 weeks also included tests for cholinesterase. For 
27 workers, followed for at least 8 weeks each, investigators attempted to estimate presump- 
tive “baseline” levels of plasma- and RBC-cholinesterase levels by averaging the results of 
the previous two tests. Comparing these derived “baseline” levels retrospectively with the 
values determined during the acute phase of the episode, it was possible to estimate an aver- 
age depression of cholinesterase activity. The average depression for plasma cholinesterase 
was 15.6%, and for RBC cholinesterase, 5.6%. These estimated depressions were presumed 
to be caused by the exposure to mevinphos. For both plasma cholinesterase and RBC cholin- 
esterase, the estimated depression was greater among workers reporting four or more signs 
or symptoms than among those reporting fewer than four, but this difference was not statisti- 
cally significant. Cholinesterase activity appeared to return to the estimated “baseline” levels 
within 2 weeks after the exposure to mevinphos. 


Reported by J Midtling, MD, A Velasco, MD, C Clements, MD, P Barnett, Natividad Medical Center, Salin- 
as, RJ Jackson, MD, DC Mengle, MS, Epidemiological Studies Section, Health Protection Div, California 
Dept of Health Svcs; Hazard Evaluations and Technical Assistance Br, Div of Surveillance, Hazard Evalua- 
tions, and Field Studies, National institute for Occupational Safety and Health, CDC. 


Editorial Note: Organophosphates inhibit the enzyme, cholinesterase; toxic effects from 
exposure to organophosphates are believed due to a consequent increase of the neurotrans- 
mitter, acetylcholine, in the nervous system. The antidotes are atropine and Propopan®, 
which block the effect of acetyicholine (3). Humans have two cholinesterases, RBC cholines- 
terase (or “true cholinesterase”) and plasma cholinesterase (or “pseudocholinesterase”), 
which are generated in the liver. 

Symptoms following moderate exposure to organophosphates include headache, dizzi- 
ness, weakness, nausea and vomiting, fasciculations of eyelids and skin, blurred vision (due to 
pupillary constriction), and sweating. More severe exposures may cause abdominal cramps, 
muscular tremors, hypotension, bradycardia, dyspnea, and, ultimately, death from respiratory 
paralysis (4). The chronic health effects of exposure to the organophosphate residues have 
not been fully investigated (5,6), but are currently under study by NIOSH (7). 

Acute poisoning due to organophosphate insecticides is diagnosed by a history of expo- 
sure and the appearance of typical signs and symptoms; the diagnosis is assisted by a favora- 
ble response to a test dose of atropine. Poisoning is confirmed by laboratory tests that 
demonstrate a depression (usually 25% or more) in cholinesterase activity. Because plasma 
cholinesterase is generated in the liver and may be affected by any factor that alters normal 
liver function, it is considered more labile than RBC cholinesterase. Hence, RBC cholinesterase, 
which measures the same enzyme that is active in nerve tissue, is the preferred index of toxic 
effects. During recovery from a toxic inhibition of cholinesterase, RBC cholinesterase is regen- 
erated more slowly than plasma cholinesterase (8). 
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The prevalence of signs and symptoms among the 29 workers studied was not recorded 
beyond the day after exposure to mevinphos. These workers may have intensified their expo- 
sure by redonning clothing contaminated with pesticide residue. The pattern of increasing 
postexposure cholinesterase values seen among these workers suggests that they expe- 
rienced significant depressions of cholinesterase soon after exposure, despite acute-phase 
test results within the normal range. In turn, this suggests that, in the absence of previously 
measured baseline values for cholinesterase, the results of tests after possible toxic exposures 
must be interpreted with caution. Exposures to organophosphates can produce significant 
toxicity even though laboratory results of postexposure tests fall within the normal range. 
Thus, when workers with possible exposure to organophosphates present with symptoms, 
such as those described, and do not have previously established baseline values for cholines- 
terase activity, test results in the low or middle portion of the range of laboratory normal 
values should not rule out the presence of significant toxicity. Preexposure baseline levels 
should be established for each worker expected to be frequently exposed to organophos- 
phates or their residues 


August 2, 1985 


The rate of decrease in cholinesterase levels is thought to correlate more directly with 


(Continued on page 471) 
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TABLE III. (Cont’d.) Cases of specified notifiable diseases, United Stetes, weeks ending 
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TABLE III. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
July 27, 1985 and July 28, 1984 (30th Week) 





Toxic- iTyphus Fever 
Syphilis (Civilian) Tula- Typhoid 7 Rabies, 
Pri as " . shock Tuberculosis F “- a Animal 


Cum Cum 1985 Cum Cum Cum Cum Cum Cum 
1985 1984 1985 1984 1985 1985 1985 1985 


Reporting Area 





























UNITED STATES 14.489 15.935 10 12,055 12,080 73 182 331 2.926 


301 304 ° 341 1 » 3 9 
9 . 18 9. : ; : 
- . 20 ‘ ; : 1 
3 ‘ : " ‘ i 


MID ATLANTIC 
Upstate N.Y 


E.N. CENTRAL 
Ohio 


ind 
Ww 
Mich 
Wis 


W.N. CENTRAL 
Min 


7 
3 
3 
4 
5 
2 
8 
5 
1 
1 


WS. CENTRAL 
Ark 


La 
Okla 
Tex 


MOUNTAIN 
jont 

idaho 

Wyo 

Colo 

N. Mex 

Anz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawai 


Pac. Trust Terr. 





U Unavailable 





TABLE IV. Deaths in 121 U.S. cities,* week ending 
July 27, 1985 (30th Week) 
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New Orleans, La 
San Antonio, Tex 
Shreveport. La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque. N Mex 
Colo. Springs. Colo 
Denver, Colo 

Las Vegas Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City. Utah 
Tucson, Ariz 


PACIFIC 

Berkeley. Calif 
Fresno, Calif 
Glendale. Calif 
Honolulu, Hawan 
Long Beach. Calif 
Los Angeles. Calif 
Oakland, Calif 
Pasadena, Calif 
Portiand, Oreg 
Sacramento, Calif 
San Diego. Calif 
San Francisco, Calif 
San Jose, Calif 
Seattle. Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 


122 
146 
152 
160 
42 
94 
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11,974 
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“Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100.000 or 
more A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not included 


** Pneumonia and influenza 


t Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 

counts will be available in 4 to 6 weeks 
tt Total includes unknown ages 
§ Data not avaiable Figures are estimates based on average of past 4 weeks 
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symptoms than is the amount of the depression. Because moderate exposure on a continuing 
basis produces a cumulative effect, continuous moderate exposures may cause the cholines- 
terase level to gradually fall; a sudden, unexplained onset of symptoms may occur when the 
cholinesterase level falls below a “threshold” in the worker. Thus, symptomatic workers, and 
those with a demonstrated depression of cholinesterase activity, are at increased risk if they 
continue to work in jobs exposing them to cholinesterase inhibitors before they have fully 
recovered (9). State health officials have estimated that as few as 1% of the residue-induced 
illnesses among California field workers are reported (5). 
References 
1. California Department of Food and Agriculture, Worker Health and Safety Branch. Summary of 
reports from physicians of ilinesses that were possibly related to pesticide exposure during the 
period January 1-December 31, 1984, in California. Occupational Injury Report (HS1304). Sacra- 
mento, California: Department of Food and Agriculture, April 1985. 
National Institute for Occupational Safety and Health. Health hazard evaluation report no. HETA 
81-301-1467. Cincinnati, Ohio: National institute for Occupational Safety and Health, 1984 
Moss M. Pesticides. In: Rom, WN, ed. Environmental and occupational medicine. Boston, Massachu- 
setts: Little, Brown, and Co., 1983:555-6. 
U.S. Environmental Protection Agency. Recognition and management of pesticide poisonings, 3rd ed 
Washington, DC: U.S. Environmental Protection Agency, 1982. (EPA publication no. EPA-540/9- 
80-005) 
Kahn E. Pesticide related illnesses in California farm workers. J Occup Med 1976;18:693-6 
Levin HS, Rodnitzky RL, Mick DL. Anxiety associated with exposure to organophosphate compounds 
Arch Gen Psychiatry 1976;33:225-8. 
National Institute for Occupational Safety and Health. Health hazard evaluation report no. HETA 
84-001. Cincinnati, Ohio: National institute for Occupational Safety and Health, (in progress) 
Diggory HJ, Landrigan PJ, Latimer KP, et al. Fatal parathion poisoning caused by contamination of 
flour in international commerce. Am J Epidemiol 1977; 106:145-53 
National Institute for Occupational Safety and Health. Criteria for a recommended standard: occupa- 
tional exposure to parathion. Cincinnati, Ohio: National Institute for Occupational Safety and Health, 
1976. (DHEW publication no. [NIOSH] 76-190) 


International Notes 





Update: Acquired Immunodeficiency Syndrome — Europe 


As of March 31, 1985, 940 cases of acquired immunodeficiency syndrome (AIDS) have 
been reported to the World Health Organization (WHO) Collaborating Centre on AIDS (Table 1). 
One hundred seventy-eight new cases were reported by the 17 countries corresponding with 
the Centre since December 31, 1984 (7), an average increase of 14 cases per week. 

The greatest increases in the number of cases were observed in: France—47 new cases 
(three to four per week); United Kingdom — 32 (two to three/week); and the Federal Republic 
of Germany—27 (two to three/week). In four countries (Belgium, Netherlands, Spain, and 
Switzerland), an increase of one case/week was noted; for the other 10 countries, zero to 
eight new cases were reported from January through March. 

AIDS cases per million population were calculated from 1983 population data (Institut Na- 
tional d'Etudes Demographiques, [INED], Paris). The highest rates were noted in Denmark — 
8.0; Switzerland— 7.9; and France—5.6. These rates are low compared to the U.S. rate of 
40.9 (April 1, 1985). The situation in Belgium is special, since 77% of the cases originate from 
Africa. 

A total of 468 deaths were reported for the 940 cases (case-fatality rate: 50%). Fifty-two 
percent of the AIDS patients diagnosed 1 year ago and 86% of those diagnosed 3 years ago 
have died (Figure 2). Six hundred three patients (64%) presented with one or more opportunis- 
tic infections; 188 (20%) had Kaposi's sarcoma (KS) alone; and 143 (15%) had opportunistic 
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infections with KS (Table 2). The category “Other” (six cases) includes three cases of progres- 
sive multifocal leukoencephalopathy (France—two; Denmark—one); two cases of isolated 
cerebral lymphoma (Switzerland and United Kingdom—one each), and one isolated Burkitt 
lymphoma of the brain (Federal Republic of Germany). The highest case-fatality rate (65%) 
was noted for patients with both opportunistic infection and KS. The case-fatality rate for op- 
portunistic infection alone was 54%, and for KS alone, 24%. 

Males accounted for 92% of the cases (Table 3). The male to female ratio was 11:1, com- 
pared with 15:1 for the United States. Forty-five percent of cases occurred in the 30- to 
39-year age group. 

Cases were geographically distributed as follows (Table 4): 

European’: 756 cases (80% of total). Seven hundred twenty-five patients were living in 
Europe before the onset of the first symptoms, and 31 (4%) were living overseas (Zaire— 10; 
United States—nine; Haiti—two; and one each in Bermuda, Burundi, Congo, Gabon, Ghana, 
Nicaragua, South Africa, Togo, and Venezuela). The country of residence was not specified for 
one patient. 

Caribbean: 32 cases (3%). Thirty patients were living in Europe before the onset of the 
first symptoms: 26 Haitians diagnosed in France and one in Belgium; one Dominican and one 
Jamaican were living in the United Kingdom; one of unspecified origin was living in Switzer- 
land. Two other Haitians diagnosed in France were living in Haiti. 

African: 124 cases (13%). These cases were diagnosed in seven European countries and 
originated from 18 African countries. Sixty-five percent were from Zaire, and 10%, from the 
Congo. Among the remaining 16 countries, the number of cases varied from one to four. Two 


“The word European refers to the patients originating from one of the 32 countries belonging to the 
WHO European region 


TABLE 1. Reported acquired immunodeficiency syndrome cases and estimated rates per 
million population — 17 European countries 





Country Oct. 1983° Oct. 1984 Dec. 1984 Mar. 1985 Rates 


Austria 7 - 13 13 
Belgium 38 65 81 
Czechoslovakia 0 0 0 
Denmark 13 34 41 
Finland - 5 5 
France 94 260 307 
Federal Republic 

of Germany 135 
Greece - 6 
iceland 0 
Italy 
Netherlands 
Norway 
Poland 
Spain 
Sweden 
Switzerland 
United Kingdom 





Total 253 559 940 





“These data were reported at the First European Meeting on AIDS held in Aarhus, Demark, October, 
1983 


tBased on 1983 populations, INED, Paris 
Spate of July 15, 1984 
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patients were of unknown origin. Sixty-seven patients (54%) were living in Europe before the 
onset of the first symptoms. Fifty-five resided in Africa, and one, in the United States; the 
country of residence was unknown in one case. 

Other origins: 28 cases (3%). Most of these patients originated from the American conti- 
nent: United States— 18; Canada—one; two each from Argentina and Brazil; and one each 
from Nicaragua, Peru, and South America (country unknown). One patient originated from 
Australia, and, one, from Pakistan. Twelve of these patients were not living in Europe before 
the onset of the first symptoms (United States—nine; Africa— one; unknown—two). 





FIGURE 2. Acquired i defici y syndrome cases and number of deaths, by 
men period of diagnosis — 17 European countries,” January 1, 1981-March 31, 
1985 


7 











1981 


DIAGNOSIS (6—month periods) 
“Austria, Belgium, Czechoslovakia, Denmark, Finland, France, Federal Republic of Germany, Greece, Ice- 
land, Italy, Netherlands, Norway, Poland, Spain, Sweden, Switzerland, and United Kingdom 
tBefore 1981, 19 cases, including 11 deaths, were reported 
8 January-March 1985 





TABLE 2. Acquired i odefici y syndrome cases and number of deaths, by disease 
category — 17 European countries,* through March 31, 1985 





Disease category Cases (%) Deaths (%) 


Opportunistic infection 603 (64.1) 324 (53.7) 
Kaposi's sarcoma 188 (20.0) 46 (24.4) 
Opportunistic infection 

and Kaposi's sarcoma 143 (15.2) 93 (65.0) 
Other 6 (0.6) 5 (83.3) 
Unknown 0 (0.0) 0 (0.0) 





Total 940 (100.0) 468 (49.8) 





“Austria, Belgium, Czechoslovakia, Denmark, Finland, France, Federal Republic of Germany, Greece, Ice- 
land, Italy, Netherlands, Norway, Poland, Spain, Sweden, Switzerland, and United Kingdom 
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Among the 756 European AIDS patients, 627 (83%) were homosexual or bisexual. 
Twenty-five patients (3%) were drug abusers, and 10 (1%), both homosexual and drug abus- 
ers (Table 4); these 35 cases were diagnosed in: Federal Republic of Germany—11; 
Spain—10; France and Italy—five each; Austria—two; and Switzerland and United 
Kingdom — one each 

Twenty-seven (3%) were hemophilia patients diagnosed in: Federal Republic of 
Germany — 11; Spain—six; United Kingdom—four; France—three; and one each in Austria, 
Greece, and Sweden. One German hemophilia patient was reported as being both homosexual 
and a drug abuser. t 

For 11 patients (1%), the only risk factor found was blood transfusion. These cases were 
diagnosed in: France—seven; Belgium—two; and Netherlands and United Kingdom—one 
each. Four of these 11 patients had received blood transfusions overseas: one diagnosed in 
the Netherlands had undergone surgery in the United States; one diagnosed in France had re- 





TABLE 3. Acquired i deficiency syndrome cases, by age group and sex — 17 Euro- 
pean countries, through March 31, 1985 





Sex Total 
Age group Males ratio No. (%) 


0-11 mos 

1-4 yrs 

5-9 yrs 
10-14 yrs 
15-19 yrs 
20-29 yrs 
30-39 yrs 
40-49 yrs 
50-59 yrs 
= 60 yrs 
Unknown 





1:1 10 (1.1) 


2 (0.2) 

2 (0.2) 

4 (0.4) 
179 (19.0) 
421 (44.8) 
235 (25.0) 

62 (6.6) 

15 (1.6) 

10 (1.1) 


Nw 
Ooemonnooocoeo” 


Total 


~ 
wo 


940 (100.0) 





TABLE 4. Acquired immunodeficiency syndrome cases, by patient risk group and 
geographic origin — 17 European countries, through March 31, 1985 





Nationality 
Patient risk groups European Caribbean African Other Total 


1. Male homosexual or 
bisexual 627 21 661 
Intravenous drug abuser 25 - 25 
Hemophilia patient 27 - 1 28 
Transfusion recipient 
(without other 
risk factors) . - 16 
1- and 2-associated - 12 
No known risk factor 
male 122 
female 57 
7. Unknown 19 








Total 940 
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ceived blood transfusions in Haiti and Martinique; and two diagnosed in Belgium had received 
transfusions in Zaire. 

For 51 patients (5%), no risk factor was found, and the information was not obtained in 
five cases. 

The AIDS epidemic continues to spread in Europe. The distribution of patients by age, sex, 
and geographic origin is the same as in the previous reports. Homosexuals are still the major 
risk group, but cases among intravenous drug abusers have now been reported in seven 
countries. 

AIDS cases related to the use of clotting factor or to blood transfusions are also increasing. 
Cases among hemophilia patients have been reported in seven European countries. In some of 
these countries, hemophilia patients account for a high percentage of the total number of AIDS 
cases reported at a national level: Spain—21% (six of 29 cases); Greece—14% (1/7); 
Austria—8% (1/13); Federal Republic of Germany—7% (11/162); Sweden—5% (1/22); 
United Kingdom — 3% (4/140); and France— 1% (3/307). Among the hemophiliac population 
of these countries, AIDS cases vary from one to three per thousand. All seven countries have 
imported blood products from the United States in the past few years. 

Two countries have reported cases among recipients of blood collected through the re- 
spective national blood banks (France—seven; United Kingdom—one). This indicates that, in 
European countries in which an AIDS focus is developing, the use of local blood products is 
not sufficient to ensure the safety of transfusions. Other measures recognized by the WHO 
Collaborating Centre on AIDS that can be taken to improve safety are: (1) preferential use, 
when possible, of cryoprecipitates rather than concentrates of factor Vill; (2) use of heat- 
treated products; (3) selection of blood donors according to identified risk groups; and (4) 
screening anti-lymphadenopathy-associated virus/human T-lymphotropic virus type Ill 
(LAV/HTLV-Ill)-carrier blood donors. 

Finally, it is important to note that AIDS cases related to transfusion of blood or blood 
components are mainly the consequence of the dissemination of the AIDS virus in the general 
population. The transmission of LAV/HTLV-Ill by sexual contact is, at present, the principal 
route of dissemination. Health education programs (information on subjects in exposed popu- 
lations, training health-care workers with respect to problems created by AIDS) are essential 
to set up public health strategies. These strategies must be selected by each country depend- 
ing on the respective epidemiologic characteristics, sociocultural conditions and the available 
resources. 

Editorial Note: As of March 31, 1985, 17 countries were participating in the surveillance of 
AIDS in Europe by reporting their respective data to the Centre, which uses the CDC case defi- 
nition. One source per country, recognized by the respective national health authorities, pro- 
vides the information. The national data are noted on standard tables; therefore, each source 
is responsible for the quality of the data provided. 

Reported by JB Brunet, MD, R Ancelle, MD, Institut de Médecine et d ‘Epidémiologie Africaines et Trop- 
icales (WHO Collaborating Cevitre on AIDS), Paris, France; Federal Ministry of Health and Environmental 
Protection, Vienna, Austria; Conseil Supérieur de I'Hygiéne Publique, Ministére de la Santé, Brussels, Bel- 
gium; Institute of Virology, Bratislava, Czechoslovakia; Statens Serum Institute, Copenhagen, Denmark; 
Institute of Biomedical Sciences, Tampere, Finland; Direction Générale de la Santé, Paris, France; Robert 
Koch Institute, West Berlin, Federal Republic of Germany; Ministry of Health, Athens, Greece; General Di- 
rection of Public Health, Reykjavik, Iceland; Istituto Superiore di Sanita, Rome, /taly; Staatstoezicht op de 
Volksgezondheid, Leidshendam, Netherlands; National Institute of Public Health, Osio, Norway; National 
Institute of Hygiene, Warsaw, Poland; Ministerio de Sanidad y Consumo, Madrid, Spain; National Bacteri- 
ological Laboratory, Stockholm, Sweden; Office Federale de la Santé Publique, Berne, Switzerlard; Com- 
municable Disease Surveillance Centre, London, United Kingdom. 
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FIGURE I. Reported measies cases — United States, weeks 26-29, 1985 
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